Addressing disparities in health care services has become a priority in the United States, both within public health-which has long documented dramatic disparities in health across population subgroupsand now within the health care delivery system. In its 2001 report, Crossing the Quality Chasm, the Institute of Medicine in the US National Academy of Sciences made ensuring equity one of six key pillars of health care services reform, defining equity as 'equal quality regardless of patients' personal characteristics'. 1 Since then, most efforts have concentrated on identifying and eliminating disparities in health care services for racial and ethnic minorities. Health services researchers have compiled strong evidence that African Americans and other racial and ethnic minorities systematically receive fewer services than do white individuals. 2 That evidence convinced policy-makers to track these disparities, with the ultimate goal of eliminating damaging differences. In 1999, the US Congress directed the federal Agency for Healthcare Research and Quality (AHRQ) to report annually on 'prevailing disparities in health care delivery as it relates to racial factors and socioeconomic factors in priority populations'. 3 AHRQ's annual National Healthcare Disparities Report has appeared since 2003.
Racial and ethnic disparities in the use of health care have attracted the greatest public and Congressional notice. Nevertheless, another large subgroup of Americans-the 40 to 50 million individuals with disabilities-experience similar disadvantages while generating little public outcry. Leading public health publications and AHRQ's annual disparities reports do consider persons with disabilities; they are one of AHRQ's 'priority populations', along with women, children, elderly persons and others. Healthy People 2010, which set US public health priorities for 2000 through 2010, cautions that 'as a potentially underserved group, people with disabilities would be expected to experience disadvantages in health and well-being compared with the general population'. 4 On 26 July 2005, the 15th anniversary of the signing of the Americans with Disabilities Act (which granted civil rights protections to persons with disabilities), the US Surgeon General issued a Call to Action, observing that people with disabilities sometimes lack equal access to health care and urging their inclusion in studies of health care disparities. 5 Despite these compelling arguments, relatively few US investigations of health care disparities and little health services research in general, have included or focused on persons with disabilities. In addition, even studies that have addressed this heterogeneous population generally use a narrow definition of disability, limiting the generalizability and utility of their findings. Some argue that this lack of attention reflects continuing discriminatory attitudes toward persons with disabilities that have persisted over millennia. But practical origins of both problems lie with the data sources. Finding representative and meaningful information on population disability, especially across the lifespan, is difficult. It is therefore not surprising that AHRQ's disparities reports, as well as the Healthy People 2010 report, present fairly limited information about persons with disabilities. 3, 4 The first problem is simply finding data-sets containing information on whether individuals-or populations, after aggregating data on individuals-are disabled. Two broad types of data used for health services research in the United States, as well as many other countries, come from population surveys and from reimbursement claims or other electronic records prepared while administering health services. Both data sources reliably capture age and sex, and most also routinely gather information on race and ethnicity, though exceptions do exist for the latter. Some private US health insurers do not collect this information, fearing accusations of discriminatory behavior, and the accuracy of race and ethnicity information in most administrative databases is notoriously suspect. Nonetheless, the ubiquity of information on age, sex, race and ethnicity makes defining 'priority populations' for disparity analyses along these sociodemographic dimensions easy and relatively straightforward.
One prominent administrative data source used extensively by US health services researchers-claims files from the federal Medicare health insurance program for elderly and disabled individuals-does contain one important disability marker: reason for original Medicare entitlement. People under the age of 65 years qualify for Medicare two years after first receiving cash benefits from Social Security Disability Insurance (SSDI), entitled by virtue of being medically proven unable to work and meeting other programmatic requirements. Approximately 14% of Medicare beneficiaries are disabled individuals younger than 65 years old.
The SSDI example, however, highlights the second problem: finding meaningful information about disability. Without going into arcane details of SSDI's entitlement requirements, suffice it to say that, while beneficiaries certainly represent a critical and policy relevant subgroup with medical conditions precluding employment, they represent a skewed subset of the broader population of persons with disabilities. Other standard data elements in claims databases and surveys can convey information about disability. Some International Classification of Diseases 6 (ICD) diagnostic codes available in administrative files might suggest disabling physical, cognitive, sensory, behavioral or emotional conditions. Similarly, self-reports from surveys of functional deficits (e.g. difficulty feeding, dressing, walking), certain behaviors (e.g. physical inactivity, substance abuse), or other attributes (e.g. height and weight, combined into body mass index) also provide important clues about potential disability.
But neither diagnoses nor reports of specific impairments or behaviors provide a complete picture of disability. They offer only a medical perspective: 'The medical model views disability as a problem of the person, directly caused by disease, trauma or other health condition, which requires medical care... Management of the disability is aimed at cure or the individual's adjustment and behaviour change.' 7 It assumes that solitary individuals must strive, with clinical guidance, to overcome or adapt to their disability. In contrast, a social model of disability sees 'the issue mainly as a socially created problem, and basically as a matter of the full integration of individuals into society. Disability is not an attribute of an individual, but rather a complex collection of conditions, many of which are created by the social [and physical] environment[s].' 7 The social model views environmental factors as either facilitating, or erecting barriers, to the full participation of individuals in daily life.
The World Health Organization's International Classification of Functioning, Disability and Health (ICF), 7 a sister classification scheme to the ICD, 6 integrates both medical and social models, explicitly providing codes that capture environmental factors and the degree to which individuals participate in daily activities. However, while countries worldwide use ICD for mortality reporting and morbidity coding, ICF has not yet found universal acceptance. For instance, ICF coding is employed only in narrow health care settings in the USA. Admittedly, further work is needed to refine and strengthen ICF's coding scheme and to improve its reliability and feasibility for widespread use. Nonetheless, the Institute of Medicine recommends adopting ICF's conceptual framework in all US efforts to monitor and measure population disability. 8 Disparities monitoring is only a first step to eliminating harmful inequalities in health service use across populations. The next more important step is understanding reasons for these disparities and eliminating barriers to equitable use of health care.
Understanding causes of disparities for persons with disabilities requires reaching beyond medical model thinking to consider barriers posed by the physical environment and social factors. 9 Gaining this understanding will demand data sources that take an all-encompassing view of disability-explicitly capturing social attitudes and environmental contributors to health care inequities for persons with disabilities. 
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